High Mouwntwivw Therapy, LLC

PO BOX 868
Conifer, CO 80433-0868

Jan Switzer, M.A., LPC, CACIII
Licensed Professional Counselor
Certified Addiction Counselor IlI
(303) 493-1401

Fax: (303) 816-0959

Insurance Form

INSURED
Name of Insured :( PRINT)
Insured’s address:
Insured’s Home Phone: Cell:
Business Phone:
Insured’s Date of Birth: _ Insured’s Social Security #:

Insured’s Place of Business:

Insured’s Health Insurance Plan or program name:

Policy #: Group #:

Are there any other health benefit plans Yes ___ No
If Yes: Name of Insurance or plan name:

PATIENT
Name of Patient/Client:

Date of Birth of Patient/Client

Relationship to Insured:

Employer or school name of Patient/Client:

Name of Primary Care Physician:

Phone number of Primary Care Physician:

Payment will be made directly to Service Provider

Signature of Patient:

Signature of Insured:

Dated:




